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General Surgery. 

I. Paraplegia in Syphilis. ISy J. Hutchinson, F.R.S. (London.) Perhaps 
the most striking feature of this lecture is the statement that for many late syphilitic 
lesions iodide of potassium, if taken until the morbid process is completely arrested, 
is as permanent a cure as a course of mercury. To confirm this, the author adduces 
two cases of paraplegia from acquired syphilis, in adults, which recovered to a great 
extent under iodide alone, and in whom no relapse occurred, in one case, during the 
long period of twenty-six years. 

The author, in fact, regards both drugs as equally efficacious in many syphilitic 
nervous diseases, as well as in some other specific manifestations, if only they are 
late or tertiary ones. But since iodide depresses more than mercury, he advises the 
trial of the latter in all doubtful cases, to be rapidly pushed until slight ptyalism be 
produced. 

The two cases recorded presented many features in common, and resembled 
sUungly the one described by Dr. Buzzard ( Diseases of the jVerz'ous System, p. 401). 
Paralysis of the lower limbs, in both motion and sensation, was for a time almost 
complete, accompanied by incontinence of urine and forces. Sexual power in both 
cases was never regained, and in one incontinence of urine persisted— i. e., the most 
complex functions of the cord were the ones most permanently affected. 

Mr. Hutchinson suggests as the cause a meningeal gumma pressing on the cord; 
Dr. Gowers (in B. Hill on Syphilis, p. 249) lays stress on the fact that the prognosis 
in syphilitic paraplegia is much more hopeful when the cause is a gumma than when 
meningitis or myelitis is present—that is, when the symptoms are due to pressure 
rather than to inflammation. It is interesting to note that so long ago as 1S19 M. 
Houstet records a case of complete cure by mercurial inunction of syphilitic para¬ 
plegia, impotence, and loss of power in rectum and bladder. The patient was a 
man, aged 30, and the affection was then ascribed to “obstruction to the nerves as 
they leave the lumbar and sacral vertebra.*.” Several similar cases are recorded in 
M. Lagneau’s Maladies Syphilitiques. 

Mr. Hutchinson concludes by expressing his belief that the influences producing 
some nervous disorders ascribed to syphilis are in many instances more complex, 
and that sexual excess is not a very infrequent one. He was consulted by a man 
who at the age of 20 was treated for a chancre; no rash followed until about eight 
months later, but from certain later symptoms there seemed to be*little doubt that he 
was syphilitic. Wien aged 40, he developed certain symptoms pointing to ataxia, 
(256) 
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reeling gait, attacks of severe pain in the back, and “liability to catch cold in the 
bladder”; but some of the characteristic features of the disease have always been 
wanting in him. 

Under large doses of iodide of potassium the nervous symptoms improved some¬ 
what, but for thirteen years they have remained almost stationary. There was a 
clear history of great sexual excess in early life. 

One deduction from the lecture is that a wholly favorable prognosis should not be 
given in many nervous disorders (especially degenerative), although a history of 
syphilis be obtained, and although specific treatment be fully carried out— Med. 
Times and Gaz . 1SS5. March 7. J. Hutchinson, Jr. (London.) 

Operative Surgery. 

I. New Operation for Naso-pharyngeal or Fibrous Polypus. By Fur- 
NRAUX JORDAN, F.R.C.S. The leading principle of this operation is to completely 
uncover the bony orifice of the nasal cavity. This is done by making a triangular 
flap out of the upper lip and the side of the nose. A curved bistoury is carried 
under the lip into the affected nostril, and made to cut its way out. Then the soft 
part of the nose is divided on one side of the middle line in a line with the incision 
in the lip. A few touches of the knife permit the flap to be turned well outwards. 
The nasal cavity is found expanded, well defined, and open to any sort of manipula¬ 
tion. To-and-fro traction by one or two fingers in the pharynx, and one or two at 
the front, aided, perhaps, by snips of scissors or knife, readily detach the tumour. 
If the bone opening be found to be too small, it should be enlarged by strong bone 
forceps. Delicate adjustment and stitches leave scars so fine, that only resolute 
search can find them.— Brit. Med. Journ. 1SS5. May 5. 

H. II. Taylor (London). 

II. Amputations and Exarticulations Performed during the last Ten 
Years at the Surgical Clinic at Erlangen. By Ehrenfried Cramer 
(Schwerin). In this paper, chiefly statistical in interest, the author adopts Volk- 
mann’s classification, and considers the cases under the following headings: Ampu¬ 
tations (1) in non-complicated cases, (a) for injuries, (£) for disease; (2) in com¬ 
plicated cases, ( a ) in which sepsis had already obtained; {b) in which double 
amputation is necessary ; (c) in which other injuries exist; {d) in which the patients 
succumb to other diseases. After elucidating the above principles as applied to his 
cases, the author proceeds to give the complete histories, although in a concise form. 
The list consists of 192 cases in all, comprising 62 amputations of the thigh alone, 
47 of which were non-complicated, and 19 of the fingers and metacarpus. The 
mortality percentage is 6.0 per cent, in the non-complicated cases, and 40 per cent, 
in the complicated ones, two cases of the former having died of pyemia, one of ery¬ 
sipelas, and one each of poisoning by carbolic acid and iodoform; in the latter the 
deaths were due to septicemia, but this condition had pre-existed. 

The amputations were indicated in 43.2 per cent, of the cases by tuberculous dis- 
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ease, and 40.3 per cent of the amputations of the thigh were performed for tuber¬ 
culous knee-trouble. Twenty-six cases of tumor are recorded; 31 amputations for 
injuries, of which 12 were complicated, and 8 for septic processes. 

The antiseptic method was used during the whole of the period referred to; Es¬ 
march's bandage, drainage tubes, disinfection, sutures and antiseptic dressings being 
applied. The spray was dispensed with in 1SS1. Iodoform has been in use since 
that time, and since the year 1SS2 corrosive sublimate has been exclusively used, 
and, of late, peat cushions with sublimate. 

The effect of the antiseptic dressings is demonstrated by comparisons of the 
results obtained in periods of three years each. While at first the relation of perfect 
primary unions to secondary ones was as 5 to 7, latterly the relation has been 
reversed, and is as 9 to 5. In like manner the time of healing of the wounds has 
become shortened. 

The methods of amputation differed somewhat in the cases, but most frequently 
only one tlap was made, consisting of skin, fascia, and of a thin muscular layer. 
The periosteum was separately sutured. 

The article contains, besides its statistical information, many very interesting 
remarks interspersed throughout, and especially in the chapters on the indications 
for operation and on the healing of wounds.— Deutsch. Zeitschr. f. Chirurg. Bd. 
XXI. Hft. 5 & 6. 1SS5. March 9. W. Van Arsdale (New York). 

III. Device for Fixation of the Bones after Resection of the Knee- 
Joint. By C. K. Brjddon, M D. (New York). The method consists in the driving 
in of four nails, each about three inches in length, two in the sides of the lower end 
of the femur and two in the sides of the upper end of the tibia, and suturing them 
with copper wire. The nails should be driven in about half an inch from the cut 
surface, and they should be left projecting about an inch and a half, to prevent the 
copper wire from becoming buried in the integument It was also important to 
approximate the skin-flaps before driving in the nails. The nails were held firmly in 
position by making a figure-of-eight loop around them close to their heads, and in 
the two cases in which he had employed this method immobilization was complete. 

Dr. McBumey said the method appeared to do away with one objection which had 
been urged against nails, as it seemed applicable to cases in which the ends of the 
bones had been largely excavated by abscesses .—Proceedings Xru> York Sur \ 
Society. 1SS5. April 14. 

IV. Operations for Relief of Strangulated Exomphalos. By T. F. Cha- 
VASSE (Birmingham). In attempts to relieve strangulated umbilical hernia?, a small 
incision above the neck of the sac should first be made, with an attempt to make an 
extra-peritoneal division of the upper border of the ring; but, this failing, an intra- 
peritoneal one in an upward direction, and a reduction of only a portion of the sac’s 
contents. This method of operating offers chances of a successful issue vastly more 
favorable than a free incision of the sac, a complete exposure of its contents, and a 
coarse manipulation of the same in efforts made to return all into the cavity of the 
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abdomen after the constriction has been overcome .—Birmingham Med. Review. 
1SS5. July. 

V. Atropia as a Remedy in Ether Narcosis. By R. W. Ami don, M.D. 
(New York). The author is of the opinion that when death is occasioned by ether 
narcosis, its cause is a combination of asphyxia and syncope, the failure of respira¬ 
tion being more prominent and primary*. Clinicians have been apt to underestimate 
the respiratory failure, and rely on cardiac stimulants, to the neglect of artificial 
respiration. The improvement often witnessed after the administration of cardiac 
stimulants, as hypodermics of alcoholic liquids, is due rather to the simultaneous 
withdrawal of the ether and the admission of more air. The author recommends 
the use of respiratory* stimulants rather than cardiac, and for this purpose selects 
belladonna. He supports his theory by experiments on animals, as the result of 
which he concludes that atropine, while it does not impair the anaesthetic power of 
ether, lessens its asphyxiating tendency in a marked degree; also, that when the stage 
of asphyxia has commenced, the respiration has ceased, and the heart is failing, a 
timely large dose of atropia may save life. Whenever, during the later stages of 
anesthetization, the respiration becomes embarrassed, the pulse begins to fail, and 
other alarming symptoms occur, if the respiration does not improve at once upon 
the withdrawal of the ether, and the drawing of the tongue and jaw forward, the 
author advises that .002 sulphate of atropia be given hypodermically, while heat 
is applied to the limbs and over the heart. If improvement does not occur in two 
minutes, repeat the dose. If cessation of the respiration has occurred, immediate 
mechanical artificial respiration, the method of Silvester being the best, is to be 
resorted to, and .003 of the atropia to be given hypodermically; this to be repeated 
after a minute, if signs of recovery.do not begin to manifest themselves. Should 
the subject be plethoric and no large hemorrhage have taken place, a free venesec¬ 
tion would be of great sendee .—The Med. Record. 1SS5. May* 2. 

Head and Neck. 

I. Experimental Inquiries concerning Fractures ok the Base of the 
Skull. By W. Gredek. Hermann caused fractures by compressing the skull in a 
vise, and found that the fracture of the base of the skull always had a direction par¬ 
allel to the direction of the pressure, that the fracture commenced at the point of 
pressure and continued to the base, and that almost all of the fractures of the base 
of the skull were, in character, direct ones. 

The author, however, following von Wahl’s reasoning, made use of a different 
apparatus for his experiments. He arranged a weight varying between 6,400 and 
7,650 grams to slide on an iron bar, which could be directed to any given spot on the 
skull-surface. The weight was let fall a distance of 170 centimetres. With this he 
executed from one to four blows on the skulls, and gives the results in 96 handsome 
chromo-lithographs. 

In discussing the results he first inquires as to the cause of the fracture of the 
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base, the laws governing the direction of the fractures, and the extent of the frac¬ 
tures. 

In a preliminary argument he discerns between the expression fracture per se 
(Bruch) and a crack (Sprung). A break, or fracture, occurs at the point where the 
energy is directly applied; a crack occurs at a point more or less removed, and 
where the relative resistance is the least. Breaks and cracks are due to forces acting 
at right angles to each other. 

The author performed 29 experiments in all; in S of these he obtained true break¬ 
ages, but these showed cracks as well. Two fractures were achieved by forcing the 
spinal column into the skull with the help of an interesting apparatus, producing 
direct “ring” fractures. 

In 4 cases no cracks were obtained. In 8 cases isolated cracks appeared. In 4 
cases the elasticity and resistance of the skull were artificially altered by divisions of 
bones and wire confines. 

The results arrived at by the author are the following: 

(1) Experiments as well as cases prove that all longitudinal, transverse, or diag¬ 
onal fractures of the base of the skull are to be considered as cracks, occasioned by 
transmitted energy (Berstung). 

(2) The direction of fractures of the base of the skull is parallel to the direction 
of the pressure. 

(3) The extent of these cracks depends upon so great a number of conditions that 
it can only be referred to the intensity of the energy by way of conjecture. 

On the whole, the author’s views, with the exception of one instance, correspond 
with von Wahl’s deductions on the same subject.— Deutseh. Zcitschr. f Chirurg. 
Bd. XXI. Hft. 5 & 6. 1SS5. March 9. W. Van Arsdale (Brooklyn). 

II. A Peculiar Form ^of Neuralgia of the Inferior Maxilla, cured by 
Resection of the Alveolar Border. By M. Duplay (Paris). Man, aged 33. 
Has suffered for four years from intense neuralgia on the right side of inferior max¬ 
illa. Seven or eight years before the second right inferior true molar was extracted, 
and three or four years afterwards the neuralgia commenced in the alveolus corre¬ 
sponding to the extracted tooth. All the teeth on that side were subsequently 
removed, without relief. They were healthy. The gum corresponding to the sec¬ 
ond right inferior true molar was painful to the touch, and the slightest pressure at 
this point was sufficient to produce a crisis. This was also determined by depres¬ 
sion of the jaw, and by attempts at mastication, and by talking. There was also, 
during the crisis, a spasmodic contraction of the muscles of the right side of the 
face, comprising the buccinator, the elevators of the upper lip, and the orbicularis 
palpebrarum. The right eye was also slightly injected, and watery. The general 
health was greatly impaired from want of sleep and the difficulty of taking nourish¬ 
ment Medicines gave no relief. Following the practice of Gross of Philadelphia, 
who first drew* attention to this affection in 1S70, Duplay determined to resect the 
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alveolus corresponding to the tender spot. This was done, and the patient left in 
about a fortnight, well. 

In a case reported by Denuce of Bordeaux, an examination of the dental canal 
at the position of the first true molar, revealed a bend which narrowed its calibre, and 
exercised a constant pressure on the nerve. The pathology of this affection is vet 
uncertain. Gross attributes it to the compression of the fine nerve filaments of 
the alveolus by deposition of osseous matter in the small canals. Duplay concurs 
in the view that the lesion does not extend beyond the alveolus, but suggests that, 
instead of resulting from a sclerous osteitis, it may proceed from small, painful 
neuromata as are sometimes observed after amputations. This hypothesis has the 
greater force from the fact that this form of maxillary neuralgia has always its origin 
in the alveolus of an extracted tooth.— Archives Generates de Midecine , t. ii., 1SS4, 
page 601. (See also Gross, Journal of IMedical Sciences, 1S70; Archives Gin.de 
Mid,, 1S70, t. ii., page 542; Denuce, Mem. et Bulletins, X. iv., p. 123, 1S69.) 

\V. Thomson (Dublin). 

III. Larynx Operations in Billroth’s Clinic, 1S70-1S84. By Dr. F. Salzer 
(Vienna). S. first details and tabulates it cases of opening the larynx ( Laryngo - 
fission) on ten persons, 9 males and 1 female, including S cancers, 1 rhinoscleroma, 
I cicatricial stenosis, and I tubercular ulceration (cancer, however, diagnosticated). 
A favorable course in S; one died from acute pulmonary cedema, 13 hours after opera¬ 
tion ; one, a week later, of pulmonary tuberculosis, and one from pymmia. In 9 the 
wound surface in larynx was large; 5 of these healed without fever, and in these trach¬ 
eotomy, Trendelenburg’s tampon-canula, plug of iodoform gauze, and permanent 
tracheal tube were in requisition. Later results known in only 4 of the cancer cases. 
In 1, no recurrence after lapse of 2?/ years; in the others, relapse after 1, 2 and 13 
months, respectively. Removal of the rhinoscleroma gave desired result, patient 
speaking with artificial larynx. The relief in the ease of cicatrix lasted 5 years. Of 
6 cases, in which one vocal cord was not diseased, 3 regained a hoarse, resonant 
voice, the other 3 only a whisper. 

Partial Resection of Larynx. Six cases of removal of of thyroid cartilage, 
and 1 of extirpation of part of epiglottis, and a third of right half of the cartilage 
(fatal case). In all, a tracheotomy previously. He puts down 5 as cured, although 
1 of these died of relapse years later. The 2 remaining cases died in about 6 
weeks from sepsis, 1 from pneumonia. Relapse found in one after 6 months, in one 
after 4 weeks, and in a third after 7 weeks. In one 2 months, and in another 4 had 
passed without any recurrence. 

Total Extirpation of Larynx. Five cases, 4 of cancer. One cureu and died of 
relapse 7 months later; one died from broncho-pneumonia in 3 days, one from pneu¬ 
monia in 3 days, one from late hemorrhage, and one, after 5 weeks, from sounding 
• esophagus.— Arch.f. klin. Chirg. 1SS5. Bd. 31. Hft. 4. 

IV. On the Question of the Mechanical Treatment of Larynx-Stenoses. 
By Dr. A. Jacobson (St. Petersburg). Two classes of cases; 1 where our endeavor 
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is to avoid tracheotomy, while effecting a thorough cure; 2 where tracheotomy has 
been resorted to. 

He, of course, gives an historical sketch of treatment in such cases, as developed 
by Liston (1S27), v. Langenbeck (1S55), Trendelenburg (1S70), and Schrotter. He 
adopts the perfected method of the latter in its entirety, and bases his statistics on 
Hering’s report to the London International Congress, wherein 100 cases are 
collected. 

In one of J.’s own cases, the cure of a syphilitic stenosis (tracheotomy 2 years be¬ 
fore), was permanent 3*4 years later; in fact, it had rather improved meanwhile. In 
a second syphilitic case (also tracheotomy), there was improvement for some time, but 
after 9 months’ treatment patient was lost sight of. The third case was one of chronic 
hypertrophic laryngitis—cure, without tracheotomy, in about 2 months. Fourth case, 
syphilitic, died suddenly from cedema glottidis, while in treatment. His cases have 
been previously reported, at least in part, in Russia.— Arch. J. klin . Chirg. 1SS5. 
Bd. 31. HfL 4. W. Browning (Brooklyn). 

V. Case of Bullet-Wound of the Trachea; Death from Extensive 
Cutaneous Emphysema, in Spite of Tracheotomy. By Dr. Rydygier (Culm). 

A lad, 17 years of age, was hit in the neck by the bullet of a parlor-gun, discharged 
at a distance of to metres. He walked to his home, 4 miles distant. Only a small 
wound of the size of a pin’s head being visible, and no dangerous symptoms appear¬ 
ing, he was ordered cold applications. The following morning the side of his neck 
appeared slightly emphysematous. Tracheotomy was advised, but was not permitted 
till the afternoon, when the emphysema of the skin had become greatly developed, 
and respiration had become embarrassed. In spite of the performance of the inferior 
operation of tracheotomy and the insertion of a canula below the wound, the em¬ 
physema of the skin increased, and death ensued. 

The post-mortem revealed the passage of the bullet through the lig. crico-thyroid, 
and through the third tracheal cartilage at the back, from whence it was deflected 
downwards along the spine, also injuring the oesophagus. Bloody serum was found 
in the pleural cavity. 

The author points out the singularity of death occurring from emphysema, although 
the passage of air to the lungs was quite free through the canula. 

The temperature had never risen above 3S 0 c.— Deulsh. Zdtsch.f Chirurg. 1SS5.- 
Bd. XXI. HfL 5 and 6. W. Van Arsdale (New York). 

Chest and Abdomen. 

I. Operative Induction of Pneumothorax for Arrest of Haemoptysis. 
By Dr. Cayley (London). The patient, aged 21 years, a porter, was admitted to the 
Middlesex I lospital, on February 9th. Cough for some time previous. On February 
7th, he had sudden hxmoptysis, which recurred the next morning and following 
night, and immediately after his admission he brought up 4 ozs. of florid blood, in all 
about one pint. Left side of chest was flattened in front, and expansion much dimin- 
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ished. Dullness on percussion over scapular region, and in this region there was 
feeble bronchial breathing. The breath sounds all over this lung were faint and 
accompanied by moist riles. On the right side the physical signs were normal. He 
had now brought up in all nearly one gallon of blood, and as it was evident that much 
repetition of the haemorrhage must prove fatal, it being, in all probability, due to a 
pulmonary aneurism or ulceration of a large vessel, it was determined to induce artifi¬ 
cial pneumothorax, in the expectation that the great diminution of the circulation 
through the collapsed lung, together with the pressure exercised by the air, would arrest 
the hemorrhage, and supposing there was active development of tubercle in progress 
in the lung, this would probably for a time be checked. An incision was made in the 
sixth intercostal space, an inch behind anterior fold of axilla, and introduced into 
the pleural cavity a double tube, made by uniting together by a shield two pieces of 
elastic catheter, about three inches long. The opening was protected by antiseptic 
gauze. The air passed freely in and out at the time of the operation, and the apex of 
the heart moved over to the mid-sternal region; respiration became more accelerated. 
There was no return of the hemorrhage, but on March 15th he died quite suddenly, 
apparently from syncope. After death, both lungs were found studded with recent gray 
miliar)’ granules. The right lung was free from any old tubercular disease. In the 
apex of the left lung was a very small old vomica, with smooth walls and some puck¬ 
ering around it. The lower lobe and lower part of upper lobe were collapsed, and 
the pleural surface smeared with recent lymph. The pleural sac contained about two 
drachms of non-purulent fluid. In the lower part of the upper lobe, close to the inter¬ 
lobular septum, which was bulged downwards by it, was a cavity the size of a walnut, 
filled, except at its centre, by a light-colored laminated clot, so as closely to resemble 
an aneurism. In the centre of this clot was a small round cavity, containing a little 
loose black coagulum, and this cavity communicated with a considerable branch of 
the pulmonary artery. A large bronchial tube opened into the periphery of the pul¬ 
monary cavity, but was shut off by the laminated clot from the central space. -At the 
upper part, this clot was softer and more recent than elsewhere. The cavity in the 
lung containing the clot was smooth walled, but showed no signs of any aneurismal 
sac. The patient did not live long enough to warrant positive conclusions as to the 
effect of the operation in arresting the haemorrhage. He had two slight attacks in 
the following night, but there was no subsequent recurrence.— Lancet. 1SS5. May 
16. II. H. Taylor (London). 

II. A Case of Right-Sided Chylothorax from Ruiture of the Thoracic 
Dfct, with Statistics and Critique of Previously Known Reliable Cases. 
Ry Dr. Kirchner (Hannover). Girl of 9 years; weakly, though healthy until a 
week previous. Two weeks previously, in play, she was pushed against a window 
sill, striking the front of the chest, opposite third rib. This caused severe pain, 
lasting some days; after this had subsided, difficulty in breathing set in and con¬ 
tinued to increase. Exploratory puncture on the right showed a thin white fluid with 
a slight yellowish tinge. Two days later, he drew off a liter of like milky fluid. 
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Severe attack of coughing immediately after. Great relief. Dullness still reached to 
upper border of 5th rib in front. Microscopically, the fluid showed much oil in larger 
and innumerable smaller globules; small, colorless, round cells, partly granular, 
partly not, and mostly nucleated, forms closely resembling colostrum corpuscles, etc. 
Appetite relumed, and in a few days the exudation also. Ten days later, very 
dyspnaric, and arranged to tap on following day. Warm bath, and internally senna 
infusion. Next day, however, dyspncea had vanished, and the line of dullness was 
lower. Gradual improvement, without further special treatment, and when seen 4 
months later, she was in the best of health. The dullness had vanished. 

The child had eaten a large breakfast 4 hours before the accident- He considers 
that duct (and pleura) was ruptured by contrecoup, as occasionally happens to the 
middle meningeal artery. If the duct had a normal course, rupture must have 
occurred some where from 4th to 10th dorsal vertebra:. He does not think it was a 
double duct, hut that the tear was small. Very likely the cure was by thrombosis, 
with development of collateral passages, as in two of Cooper’s cases of closure of 
this duct. 

He then reviews 10 cases, gathered by Baghold {Arch. f. Chirg., vol. 29), some of 
which are doubtful, and adds other scattering ones, making a total of 17 possible 
cases of injury to this duct, 9 resulting in chylothorax, 6 in chylous ascites, I (very 
questionable) in exudation into mediastinum, while one was an operative injury of the 
duct near its mouth. Of the 8 cases of chylothorax, 6 were on the left and 2 on the 
right. But one of the 6 on the left is unquestionable, while both on the right are. 
The 6 cases of chylous ascites are trustworthy. Causes were, twice contusion of 
chest; once each, puncture, cut, shot wound; S times indefinite, 3 erosion from sup¬ 
puration, and 5 in which simply stated to have ruptured.— Arch. f. Min. Chirg. 
1SS5. Bd. 32. Hft. I. W. Browning (Brooklyn). 

III. Anatomy of the Intestinal Canal and Peritoneum in Man. Three 
lectures delivered at the Royal College of Surgeons, London, by F. Treves, F.R.C.S. 
These lectures contain many points of interest, from a surgical point of view, as well 
as much that is valuable in the anatomy and physiology of the parts treated of. 

Beginning with the length of the intestines, the author gives the average length of 
the small and of the great intestines in a hundred subjects of both sexes. What is 
of interest to note is that, while there is a variation of 15 feet between the extremes 
of length of the small intestine and 3 feet 3 inches between the extremes of length 
of the large intestine, there does not seem to be any relation between the length of 
these two parts of the intestine to one another; and further, “that the length of the 
bowel is independent in the adult, at least of age, height, and of weight” The author 
suggests that physiological rather than morphological factors may yet be shown to 
afford the clue to these variations, and draws attention to the irregularity in the 
length of the growing small intestine, which he found to exist in children, after two 
months old. The difference in the diet and digestive activity of children is well 
known, and may account for the length of the small intestine; whereas, in the great 
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intestine, whose functional activity is much less, this variation is absent, the colon 
elongating regularly with the age of the child. The elongation itself was found to 
be rather an adjustment of the relative lengths of the colon and sigmoid flexure 
than a real growth of the intestine itself. 

With regard to the duodenum, the presence of a terminal vertical part of “never 
less than an inch in length” was confirmed by the author as constant in the human 
subject. The fossa duodeno-jejunalis is very minutely described in regard to its 
position and variations, frequency and mode of causation. As its name indicates, the 
fossa lies at the junction of the duodenum and jejunum, and is formed by a double 
fold of peritoneum passing between the terminal (vertical) part of the duodenum 
and the left side of the posterior abdominal wall. “ The pocket or fossa formed by 
“this fold is of triangular outline, with its base above. The opening of the fossa 
“looks directly upwards. Its apex extends below the bend of the duodenum, a fact 
“of significance in connection with the development of the fossa. The anterior 
“wall of the pocket is formed entirely by the fold; the posterior wall is formed by 
“ the posterior parieties and part of the duodenum—both covered by peritoneum. 
“The capacity of the fossa varies greatly. In well marked specimens it has a verti¬ 
cal depth of 1*2 inches, and will lodge the thumb to the first joint. It will often 
“take only the point of the little finger, and in some instances will readily receive 
“two fingers as far as the first joints. The fossa normally lodges the duodeno¬ 
jejunal bend; and the production of a retro-peritoneal hernia, by the protrusion of 
“ additional gut into this pouch of peritoneum, can be readily understood.” 

In the loo bodies examined, the author found 4S examples of this fossa; there 
were many varieties. Sex did not seem to affect its formation. As regards its mode 
of formation, the inferior mesenteric vein was excluded. The development of this 
part of the intestinal canal was thoroughly discussed, and reference was made to 
comparative anatomy. The conclusion arrived at may be briefly stated, as that the 
fossa duodeno-jejunalis, when it exists, is the remains of the original meso-duodenum, 
the most of which has been drawn out by the growth of surrounding viscera, but a 
part of which still remains to form the pouch in question. 

Surgically, this pouch may give rise to a form of retro-peritoneal hernia, in which, 
as described by Sir Astley Cooper, “the whole of the small intestine, with the excep¬ 
tion of the duodenum, is hidden from view, and occupies a large sac that is formed 
“in the middle of the abdomen, and surrounded by the large intestine.” In the 
other form of retro-peritoneal hernia, described by the same author, under the name 
of meso-colic, “the small intestine was contained within a sac that formed a tumour 
“to the left of the middle line, and that had been evidently developed at the expense 
“of the peritoneum leading to the descending colon.” Mr. Treves considers that 
this form of hernia is not due to an enlargement of the duodeno-jejunal fossa, but to 
that of a pouch, which is occasionally formed by a branch of the inferior mesenteric 
artery, in the parietal peritoneum, leading to the descending colon. “The mouth of 
“the pouch is directed upwards. Such a fossa could readily engage a loop of 
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“small intestine, more readily even than the duodenal fossa; and when a retro- 
“peritoneal hernia, so originating, had been fully formed, then the three features 

“.already alluded to would be clearly marked.; the 

“orifice of the sac would be some way from the duodenum; the commencement of 
“the jejunum would not be involved, and a branch of the inferior mesenteric artery 
“would be found skirting the orifice of the sac on its anterior aspect.” 

The mode of formation of the Mesentery is carefully explained from a comparative 
anatomy and developmental point of view. Some practical points in regard to its 
length may be <pioted. “The longest part of the mesentery is that which goes to the 
“coils of the intestine that lie between a point 6 feet from the duodenum, and a 
“point it feet from the same part of the gut. Such coils will, therefore, include 5 
“’feet of the intestine, and the mesentery here not infrequently reaches the length of 
“10 inches.” Normally, however, it is found that “no coil can, in any part, be 
“drawn out of the abdomen below a horizontal line on a level with the spine of the 
“pubes. It is evident, therefore, that in a femoral or scrotal hernia, the mesentery 
“must be elongated.” Exceptions to this were found in elderly persons, especially in 
females, but very seldom in males at the prime of life. An explanation of certain 
holes in the mesentery, which may give rise to fatal strangulation of the intestine, is 
given. Mr. Treves, on examining museum specimens of these abnormalities, and 
published accounts of strangulation by their presence, found that they had the fol¬ 
lowing characters in common: “The holes were round; they were situated in the 
“mesentery of the terminal part of the ileum; their margins were distinct, being 
“often thickened and opaque,and around a part of the margin it was not uncommon 
“to find one of the terminal branches of the superior mesenteric artery.” On 
examining the mesentery of a large number of foetuses, it was found that an area 
exists very frequently between the terminal branches of the intestine vessels and the 
ileo-colic artery, which is bloodless, thin, and devoid of fat. In one adult specimen 
such an area was found, with the serous membrane thin, clear, and atrophied, so as 
to be at places cribriform, while the margin was firm and opaque. “A slight degree 
“of force would have been required to have forced a knuckle of bowel through this 
“ wasted membrane, and so have produced a strangulation of the bowel through *a 
“ mesenteric hole.’” Careful observations were made to determine whether or not 
an exact relation of the coils of the small intestine to the abdominal wall could be 
made out as constant/ Except, however, that the general direction of the superficial 
coils of the small intestine is similar to that of the mesentery, nothing definite could 
be determined. The coils of small intestine most usually found in the pelvis be¬ 
longed to “ the terminal part of the ileum, and to that part of the intestine that has 
‘tire longest mesentery—the part, namely, that extends between two points, respec- 
“lively 6 and It feet from the end of the duodenum. It is not, therefore, uncommon 
“ to find loops lying together in contact with the pelvic fioor that are in reality some 
12 or 14 feet apart, as may be seen when their proper position in the course of the 
“ bowel is defined.” 
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The varying forms and modes of formation of the ccecum were discussed. As to 
its covering of peritoneum, Mr. Treves, contrary to the usually accepted view, never 
found any instance of a meso-ccecum, nor of the posterior surface of the caecum 
being bare of peritoneum, and attached to the iliac fascia by areolar tissue. In all 
cases, the posterior, as well as the other surfaces of this part of the intestine, was 
invested completely by peritoneum. 

The reflection, on to the posterior abdominal wall, took place at a variable point, 
most frequently it was after the ccecum had passed into the ascending colon, at a 
point about 4 inches from the tip of former. Upon this measurement, and also upon 
the presence or absence of a ineso-colon, depends the frequently considerable 
mobility of the ccecum. 

Some interesting details were given as to the modes of ending of the small intestine, 
and as to the position and relations of the vermiform appendix, and the attachment 
of its mesentery. Minute descriptions were also given of the ileo-ccccal fossa?, but 
the special interest of all these is anatomical rather than surgical. After considering 
some of the varieties in the position and relations of the ascending colon, Mr. Treves 
gives the result of his observations of the peritoneal coverings of the ascending and 
descending colons; but of the too bodies observed, in 52 “there was neither an 
“ascending nor a descending meso-colon. In 22 there was a descending meso-colon, 
“but no trace of a corresponding fold on the other side. In 14 subjects there was a 
“ meso-colon on both the ascending and the descending segments of the bowel; while 
“in the remaining 12 bodies there was an ascending meso-colon, but no correspond¬ 
ing fold on the left side. It follows, therefore, that in performing lumbar colotomv, 
“a meso-colon may be expected upon the left side in 36 per cent, of all the cases, and 
“ on the right side in 26 per cent.” Passing over the varieties in the curv es of the great 
intestine, we may refer to the simple and satisfactory description which was given of 
sigmoid flexure and first part of the rectum. “The segment of gut, termed the 
“ sigmoid flexure, and the first part of the rectum form together a single, simple loop 
“ that cannot be divided into parts. This loop begins where the descending colon 
“ ends, and ends at the commencement of so-called second piece of the rectum; at 
“ the spot, in fact, where the meso-rectum ceases, opposite the third piece of the 
“sacrum. This loop, when unfolded, describes a figure, that, if it must be compared 
“ to a letter, may well be compared to the capital Omega.” This loop usually lies in 
the pelvis, but rises out of that cavity when distended, and is found successively in 
the right iliac, and umbilical regions, and in great distension may even touch the 
right lobe of the liver. 

These important lectures are concluded by a description of the “Inter-sigmoid 
fossa,” which is shown to be a pouch in the mesentery, holding the omega loop to the 
posterior abdominal and pelvic wall. The mouth of the pouch looks upwards, and 
its long axis is downwards and to the left. It is usually large enough to lodge the 
fore finger up to the first joint. It was present in about 50 per cent, of the cases 
observed. “Two cases of strangulated sigmoid hernia, in the inter-inguinal fossa* 
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“have been recorded—one by Lawrence, and one by Mr. Eve, in the Erasmus 
“Wilson lectures, delivered at the Royal College of Surgeons, in 1SS4.— Brit. Med. 
Journ. 1SS5. Feb. 25, et seq. 

IV. Abdominal Section in the Treatment of Acute Peritonitis. By F. 
Treves, F.R.C.S. (London). It is especially those acute forms of general periton¬ 
itis which depend on external violence or on perforation—whether from injury, 
abscess, or ulceration—that are referred to. The author alludes to the usual fatality 
of such cases, and directs attention to the valuable results of incision and free drain¬ 
age in joint cavities and in the pleura, when acutely inflamed, as a ground for extend¬ 
ing similar treatment to the peritoneum. A case was narrated in which acute 
general peritonitis had followed the bursting of a foitid pelvic abscess in a young 
woman, the original abscess being the result of chronic pelvic peritonitis set up by 
severe gonorrhtea. The abdomen was opened under antiseptic precautions, and the 
peritoneum was found to be acutely inflamed. A quantity of semi-opaque fluid 
mixed with flakes of lymph and pus escaped. The peritoneal cavity was washed 
out with many quarts of water, and a drainage tube inserted. The patient made a 
good recover)-. 

Mr. Howard Marsh read, at the same meeting of the Medico-Chirurgical Society, 
an account of a case where extensive peritonitis in a young man was caused by a 
circumscribed foetid abscess within the peritoneal cavity, the origin of which seemed, 
however, to be obscure. The abscess pointed to the left of the umbilical region, 
was opened there, and two or three pints of foetid pus escaped. The cavity was 
drained and dressed antiseptically, and the patient recovered. The writer was of 
opinion that the abdomen should be opened only when definite collections of pus 
might be expected, not when the whole peritoneum was involved. 

In a discussion which followed these two papers, the views expressed by Mr. 
Treves were generally accepted.— Lancet. March 14, 1SS5. 

C. W. Cathcart (Edinburgh). 

V. Case of Laparotomy for Peritonitis from Perforation—Death nine 
Weeks Later. By Prof. M. Ouerst (Halle). Gives several reasons why proba¬ 
bilities of washing out and drainage are favorable only where either there is an 
encapsulated abscess or no extensive adhesions between the loops of intestines have 
formed; in the first form good results have been obtained. In peritonitis from intes¬ 
tinal perforation the diagnosis is fairly sure. Mikulicz last year reported such a case 
operated 72 hours after its occurrence. He removed about a quart of pus, and 
sewed up a 6x4 cm. defect in a loop of the ileum. Cured. 

Oberst reports following case: 

Man of 48 years. Scrotal hernia for 22 years. While at hard work he tumbled to 
the ground, tearing the truss in two. Intense pain immediately. Rupture prolapsed. 
Several attempts at reduction. Vomiting, etc., ensued. Admitted to hospital in 
state of collapse four days later. Abdomen distended and painful to touch. Much 
swelling of right half of scrotum, extending into abdomen. Herniotomy disclosed 
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feculent matter in the otherwise empty sack. Incision was extended as high as um¬ 
bilicus—in all some 30 cm. in length. More feculent pus ran from this free opening. 
Intestines distended, covered with fibrinous exudation, and loosely glued together. 
Deep down, a loop was found with a hole size of our nickel or sixpence, through which 
thin fxces passed into the abdominal cavity. Here he severed the gut and sewed 
the two ends to the front wall. Anus pnetematuralis. The exudation, pus, etc., was 
cleaned out as much as possible, the cavity washed with ont-third per cent, salicylic 
acid, deep drains introduced, and the necessarily hurried operation ended by sewing up 
the incision. Patient’s condition did not warrant any attempt at suturing the gut. 
lie began to improve. After first five days, no pain or fever. Washed out through 
the drains three times daily with the salicylic. At first considerable suppuration. 
Tubes removed in 14 days. Nutrition, however, proved difficult. Patient lost 
strength. Hypostatic pneumonia and decubitus hastened the end. Autopsy showed 
no fresh peritonitis, old enclosed collections of pus along lower border of left lobe 
of liver, more or less connective tissue adhesions, etc .—CentbL f. Chirg. 1SS5. 
May 1*6. No. 20. W. Browning (Brooklyn). 

VI. DEEr Massage of the Abdomen in the Treatment of Intestinal 
OBSTRUCTION. By Kriwiakine. The history is given of four cases of intestinal 
obstruction treated by deep massage of the abdomen. In three of these complete 
obstruction had existed for eight or ten days, and the massage was followed by 
fecal evacuations—to say the least, embarrassing. The result in each of these cases 
was good. The fourth case was that of a man, aged 55, who was in a condition of 
collapse before being seen by K. There had been no action of the bowels for 12 
days. Under the influence of massage, however, together with the injection of air 
into the rectum, the patient had one defecation, and death took place five hours after¬ 
wards, from extreme exhaustion.— Vratch. 1SS5. No. 137. 

II P. Dunn (London). 

VII. Gastrostomy and its Results. By Dr. I). G. Zksas. No new cases of 

his own, though two apparently new ones from Lindner. Vet, despite these and 
some other cases not given by Gross (r. Am. Jrnl. Mai. Sci ., July, 1SS4), the 
latter’s collection is much the larger. This obviates quoting Zesas’ deductions, 
though he gives references and some details. Gross added up 207 gastrostomies 
(167 times for cancerous stricture, 37 for cicatrices). Z. finds but 163, counting an 
added case {129 and 32 respet. and 2 in syphilitic trouble ).—Arch f.klin. Chirg. 
1SS5. Bd. 32. lift. 1. W. Browning (Brooklyn). 

VIII. Gastro-enterostomy combined with Resection of the Pylorus. 
Billroth. B. lias many times done gastro-enterostomy when an exploratory opera¬ 
tion showed the pyloric disease to be too extensive for its removal, and the after¬ 
union of stomach and duodenum to be possible. Sometimes the cases were success¬ 
ful, the patients living for two or three months without pain; sometimes the cases 
were failures. He has lately made a great advance in a case by first performing 
gastro-enterostomy, and, secondly, removing the cancerous pylorus without any 
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attempt to unite the stomach to the duodenum. lie merely closed up with sutures 
the ends of the stomach and the duodenum, so that the latter remained merely as a 
kind of continuation of the common bile duct, and no longer a passage for food. 
The patient was doing well five weeks afterwards. Perhaps the main indication for 
the procedure was the freedom to be obtained from the ill effects of haemorrhage, 
and of foetid discharge from the cancer mingling with the food.— Proceedings Royal 
Medical Society, Vienna. Feb. 20, 1SS5. C. B. Keetley (London). 

IX. COLOTOMY WITH DELAYED Oi'ENING OF THE INTESTINE. By Mr. DAVIES 
COLLEY. At the meeting of the Clinical Society of London, on the 13th of March, 
this paper was read, based on three successful cases of left lumbar colotomy, in which 
the opening of the intestine had been delayed for one, four and six days, respec¬ 
tively, after the bowel had been found. The object in dividing the operation into 
two stages was to allow of the beginning of reparative processes in the wound, and 
thus to diminish risk of peritonitis, or of suppuration in the planes of the connective 
tissue near the wound. To secure the protruding bowel, and yet prevent extravasa¬ 
tion of its contents, or strangulation of its walls, a clamp had been devised, in which 
two pairs of ivory studs, placed on approximating steel bars, were made to grasp the 
bowel at two points. In two of the three cases this instrument had been used, and 
rapid repair, with very little constitutional disturbance, had been the result. The 

, method was suggested as likely to be of service, if it were desired to remove part of 
the entire circumference of the bowel, either for malignant tumour or as a method 
of trying to bring about a more serviceable artificial anus than the operation of 
colotomy usually affords. The loop of the intestine might be drawn out in the first 
stage of the operation, held there by the clamp, and, in two or three days afterwards, 
removed, or completely divided, as the case might be.— Lancet . 1SS5. March 21. 

X. Laparotomy for thf Removal of a Hairpin from the Sicmoid Flexure. 
By T. Bryant, F.R.C.S. (London). The patient was a somewhat delicate lad, aged 
9 years. Six months before admission to the hospital, he had pushed up a hair- 
pin, 2 }z inches long, into his rectum. Two or three days afterwards, he felt pain, but 
no advice was sought until 2*2 or 3 months had elapsed. ** At this time, he was suf¬ 
fering from severe abdominal pain, coming on in paroxysms; sometimes he was 
“screaming all night.” The pin could be just felt with the point of the finger, per 
rectum , but could not be grasped so as to be removed. Up to this time, he had been 
able to go to school, although now and then obliged to stay at home from the pain. 
The pain, however, increased, and for 2^2 months before admission to hospital, he 
had been confined to the house. Thrice during this period he had fainted from the 
pain, and he suffered much from sickness, and from pain in the lower part of his 
abdomen, on the left side. There were also sharp, twinging pains in his arms and 
legs. “After a motion, he is better for a few days. . . . At times he has bladder 
“symptoms, and he has to micturate suddenly; and oftentimes, when in these pains, 
“he is very helpless. Sitting over warm water relieves him in these paroxysms. 
“Laterly, he has slept in bed, in a sitting posture.” On admission, the abdomen was 
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distinctly full in the hypogastric and both inguinal regions; also in the upper part of 
scrotum and region of pelvis, simulating hernia. Percussion note dull in pelvic 
region, elsewhere resonant. Both inguinal regions, especially the right, very tender 
to touch; and a hard body can be made out on the left side, below and an inch 
internal to the anterior superior iliac spine. Mr. Bryant, two days afterwards, cut 
directly down upon this hard body; the peritoneum was opened, and the bowel 
incised over the hard part, which proved to be the pin. It was then extracted. The 
bowel was sewn up with fine catgut sutures; the wound in the abdominal wall was 
washed with iodine water, and also sewn with catgut. Dressing of iodoform gauze 
and cotton wadding was applied. Patient at first suffered from symptoms of peri¬ 
tonitis, and had afterwards a sharp attack of pleurisy and bronchitis. In live days, 
however, he began to improve, and in three weeks he was discharged, with the wound 
healed, and otherwise apparently well. During the progress of the case, cold was 
applied to the wound with one of Leiter’s coils. The bowels were moved by an 
enema on the nth day after operation.— MeJ. Press and Cir. 1SS5. March iS. 

Charles \V. Cathcart (Edinburgh). 

XI. Surgery of the Gall Passages. By Dr. Thf.oph. Roth (Amrisweil). 

A 69-page article, containing history and abstracts of the numerous operations on 
the gall bladder and gall duct, classified references to the various complications and 
sequela; of gall stone, to dropsy and empyema of gall bladder, wounds of same, 
closure of choledochic duct, etc. An elaborate article, but no new cases.— Arch . /. 
hi its. Chirg. 1SS5. Bd. 32. lift. I. W. Browning (Brooklyn). 

XII. Cholecystotomy—Coexisting Renal Calculi—Death. By G. A. 
WRIGHT. The special interest of this case is the simultaneous presence of the two 
forms of calculus, renal and biliary. There was also a distortion of the liver from 
its place, so that the upper surface looked forwards without any definite symptoms. 
The patient was a middle-aged man, with history of sudden seizure of pain in right 
groin two years before admission to the Manchester Royal Infirmary. When ad¬ 
mitted under Mr. Wright’s care there were no symptoms pointing to hepatic dis¬ 
turbance. There was a fixed pain between right kidney and bladder in front, and 
sometimes pain in right loin; in the former situation, tenderness on pressure; in 
the latter, some tenderness on pressure and a feeling of resistance were all that 
could be made out. The urine was alkaline, but otherwise normal. Diagnosis: 
calculus—probably in right ureter. Operation on 29th January. Oblique incision 
from last rib to crest of ilium; enlarged by being carried along last rib and along 
crest of ilium. The anterior painful spot was found to be due to a biliary calculus— 
the liver and gall bladder having been displaced. The calculus was removed, and 
the edges of the cut in the sac sewn to the wound. A hard spot was felt in the 
pelvis of the right kidney early in the operation, but was not interfered with after the 
gall stone was removed. Death ensued on the third day from acute peritonitis. 
Necropsy showed signs of the recent peritonitis. The liver was displaced as noted 
above, and the gall-bladder was adherent to the abdominal wall nearly as low as the 
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groin. These changes had apparently been the result of former perihepatitis. 
There was pyelitis in the medulla of both kidneys, more in the right than the left. 
In the pelvis of the right kidney was a pyramidal calculus, the size of a hazel nut— 
apparently of uric acid. Ureters and bladder healthy.— Lancet . March 2S, 1885. 

Charles \V. Cathcart (Edinburgh). 

XIII. A Case OF Cholecystotomv. By Dr. C. T. Parkbs (Chicago). Fe¬ 
male, aged 29 years, an invalid for two years from frequently recurring paroxysms of 
hepatic colic. Had been subjected to every known remedial medicine, without 
relief. Slight general jaundice. Bulging of right hypochondrium, with evidences 
of enlargement of liver, both by percussion and palpation. An incision, five inches 
in length, parallel to and two inches below costal cartilages, exposed liver; liver 
held up by assistant, and distended gall bladder exposed in the wound; gall bladder 
incised and explored, no gall stones or other source of obstruction found ; opening 
in gall bladder stitched to central part of external wound, with drainage tube carried 
to bottom of gall bladder; dressed with iodoform, sublimated gauze, and borated 
cotton. No inflammatory reaction; sound adhesion of margins of gall bladder 
wound to parietal wound, with formation of permanent fistula ; profuse discharge of 
bile through fistula; rapid subsidence of hepatic swelling; on the fourth day two 
small calculi were discovered and removed from gall bladder, five more on the sec¬ 
ond day thereafter. Rapid improvement in general health, subsidence of jaundice, 
but without any signs of bile being discharged into intestine. At end of four weeks 
a second laparotomy was done, exposing the common choledoch duct throughout its 
course. A steel sound, No. n, was passed through the fistula into the gall bladder, 
and guided by the finger in the peritoneal cavity, after some manipulation, was suc¬ 
cessfully carried into and through the common duct into the oavity of the intestine. 
No calculus was felt. Wound in abdominal wall closed. Bile was soon vomited, 
and also discharged per rectum, for the first time in two years. Uninterrupted con¬ 
valescence. Two months later, the time of the report, the fistula had completely 
healed, and the discharge of bile by the natural channel continued; but some dis¬ 
tension of the gall bladder having come on after exposure to inclement weather, it 
was deemed best to reopen the fistula and maintain within it for a time a small 
drainage tube. The patient’s general health had become quite restored.— Amer. 
Journ . Med. Sci. 1SS5. July. 

XV. The Surgical Treatment of Cysts of the Pancreas. By Dr. N. Senn 
(Milwaukee). Of all abdominal organs the pancreas has been least frequently sub¬ 
jected to surgical treatment, for which the anatomical location of this organ, and the 
obscurity of its affections, furnish a sufficiently satisfactory explanation. Situated 
high up in the abdominal cavity, and hidden behind such important organs as the 
stomach, omentum, and transverse colon, it is the least accessible of all abdominal 
organs, and on this account its affections, wrapped in obscurity, have for the most 
part constituted objects for empirical medication. The relation of this gland to the 
surrounding organs, and its great distance from the anterior wall of the abdomen, 
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the only point of approach, necessarily ofier serious obstacles to diagnosis and direct 
treatment. From a diagnostic point of view, another great difficulty is our want of 
positive knowledge concerning the physiological functions performed by this gland in 
the process of digestion. As the symptomatology of all affections of the pancreas is 
always obscure, and a probable diagnosis can only be made in cases where the gland 
has become considerably enlarged by disease, it is apparent that our present clinical 
knowledge is limited to diseases which increase the size of the organ to a sufficient 
extent to permit its detection by palpation. Primary malignant disease of the 
pancreas, when it has advanced to such an extent that its presence can be diagnos¬ 
ticated with certainty by physical signs, will have invaded the adjacent tissues to 
such a degree as to preclude the advisability of an operation, consequently the efforts 
by the surgeon, for the present at least, must be directed exclusively toward the 
recognition and treatment of benign affections of this gland. Clinical experience 
does not extend beyond an imperfect knowledge of cysts of the pancreas. 

The pancreas, like other secretory organs, is prone to become the seat of cystic 
tumors, the result of obliteration or obstmction of the common duct, or one or more 
of its branches. Cysts originating in this manner are true retention cysts, containing 
the physiological secretion from the distal portion of the gland tissue, with perhaps 
accidental products, such as altered secretions, blood, and the products of inflam¬ 
mation. 

The author presents a full report of a case of retention cyst of the pancreas, which 
has recently come under his observation, and, at the same time, summarizes, in a 
compact form, the clinical history of similar recorded cases, which serve as a basis 
for some general remarks. 

In recapitulation, I)r. Senn submits the following conclusions: 

1. Cysts of the pancreas are true retention cysts. 

2. Cicatricial contraction or obliteration of the common duct, or its branches, and 
impacted calculi are the most frequent causes of cysts of the pancreas. 

3. A positive diagnosis of a cyst of the pancreas is impossible; a probable diag¬ 
nosis between it and some other kind of cysts amenable to the same surgical 
treatment is adequate for all practical purposes. 

4. The formation of a pancreatic fistula, under antiseptic precautions, recommends 
itself as the safest and most expedient operation in the treatment of cysts of the 
pancreas.— Amer. Joitrn. Med. Sci. 1SS5. July. 



